third. Full texts of these eligible ones were then assessed by the team until consensus reached. Data extraction by one reviewer was checked by a second and disagreements resolved by discussion with the third.
Study quality was assessed through reference to CASP or SIGN checklists.
Descriptive analyses and synthesis of findings were given.
Results From the 1,733 studies yielded from the search, over 100 research dental and other health-related papers were identified as relevant. Thirty-five studies were eligible for inclusion under dental health care direct access and 57 under non-dental health care direct access literature. The quality of the evidence was varied but on the whole assessed as moderately good quality.
There was no evidence of increased risk to patient safety in any of the included seven studies. Four studies on appropriateness of DCP referrals reported a high proportion of over-referral, one study found underreferral and one good agreement regarding referral decisions.
Six of the seven studies looking at DCPs' knowledge or support to patients for smoking cessation, diabetes, child abuse and domestic violence found deficiencies in DCPs' knowledge or support to patients, but these studies didn't have evidence to suggest how this compared to dentists.
Increasing access to dental therapists and hygienists (whether indirect, general or without supervision of a dentist) according to ten studies, resulted in greater access to and use of dental services by underserved populations. Three studies suggested variable and, at most, modest cost savings to patients and service providers. High levels of patient satisfaction were found in all eight studies reporting this, and DCP job satisfaction was reported to be higher with direct access.
Conclusions Although over-referral of patients to dentists was suggested and a need for training on assessment and referral skills, there was no evidence of significant issues of patient safety from the clinical activities of DCPs. There was strong evidence of improved access to dental care with direct access arrangements, cost benefits to patients/service providers and high levels of patient satisfaction. 
Commentary
In the UK, up until March 2013, any patient attending for dental treatment to be provided by a Dental Care Professional (DCP), firstly had to see a dentist for treatment planning, and then referral on to the DCP. DCPs include dental nurses, dental hygienists, dental therapists, dental technicians, clinical dental technicians and orthodontic therapists, and make up around 60% of the dental So, what is a rapid review and why was it carried out in this case?
There is no single definition of a rapid review; they can take a variety of forms 3 but are generally considered to be literature reviews that use methods to speed up or rationalise the traditional systematic review process. 4 Although high quality systematic reviews such as Cochrane reviews are generally viewed as the gold standard, they are not without their drawbacks, one of which is that they can take a minimum of six months and up to two years to complete. Rapid reviews can be carried out in a short timeframe (often one to two months), and although they are an emerging approach to synthesising knowledge, they are becoming more commonly used to provide evidence for decision makers (policy makers, patient groups and clinicians) quickly. Their choice over systematic reviews can be driven 
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decision-making around deregulation. In addition to the speed of their production, rapid reviews tend to answer broader questions than that characteristic of the single focused systematic review question. However, rapid reviews have a number of limitations and, as a result of the streamlining that is carried out in order to speed up the review process and broaden the evidence categories that are included, there can be a loss of the results through reduced rigour and introduction of bias. Despite this concern, one comparison of recommendations from rapid reviews and systematic reviews suggested that their 'essential conclusions …do not differ extensively'. 5 This appears to be a thorough rapid review in many ways but with some significant limitations. The deregulation of dental access will be a major change for dentistry in the UK. This decision seems to have been driven by the OFT's feeling that restrictions were 'likely to dampen competition in the dentistry market, reduce innovation, limit patient choice and lead to inefficient use of resources in the provision of dental treatment', but it is worth remembering that this rapid review is just one piece of the evidence that the GDC took into consideration in their decision-making on direct access. Other evidence included a number of different stakeholder meetings, consultation and qualitative research carried out by Ipsos Mori. The information in the rapid report on benefits and risks of direct access around healthcare systems and the lack of evidence on increasing patient risk seem to be consistent findings through the evidence presented in the review.
However, there is a significant lack of evidence for some key areas, and care should be taken that absence of evidence is not taken to mean evidence of absence. There should be careful interpretation of the data that exist against the background of what is not known. It is imperative that this new landscape in oral health care provision in the UK is monitored over time for DCPs (just as it should be for dentists), to maintain confidence in the high standard of care and levels of satisfaction that patients expect and report from their oral health care providers. 6
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